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This study investigated therapeutic factors of a Family Support Group (FSG) intervention for 
family members of mentally ill offenders. 17 family members completed the ‘Group 
Therapeutic Factors-Client Questionnaire’ (GTF-CQ-28) during 4 sessions of 2 FSGs. Results 
indicated that families have experienced the relational climate, interactional confirmation, 
expressing and experiencing mutual positive feelings, forgetting own problems, hope from 
seeing progress in others, guidance from therapists, and getting interpersonal feedback as 
helpful over the course of treatment. The therapeutic factors learning by observation, support 
from the group, and universality of problems correlated with a decrease in self-blame, 
improved emotional well-being, and experiencing less loss of control over one’s life, 
respectively. Further, family members were satisfied with what the FSG has provided for them 
personally and for the relation with their relative. Finally, clinical implications of the FSG are 
discussed. The study sheds light on valuable therapeutic factors within an FSG and the 
important role of the therapists.  
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Family members of mentally ill offenders experience a range of emotional, financial and 
psychological burdens and a double stigma, because their relative is not only seen as a 
psychiatric patient but also as a criminal (MacInnes & Watson, 2002; [reference blinded for 
review]; Tsang, Pearson, & Yuen, 2002). This is further aggravated by the fact that, until 
recently, mentally ill offenders – even when they only committed a minor offense – have often 
been incarcerated in correctional settings (e.g., prison), because of a lack of sufficient 
treatment facilities in (forensic) psychiatric settings (Abracen, Gallo, Looman, & Goodwill, 
2015; Sheehy et al., 2016; Vandevelde et al., 2011; Aga, Vander Laenen, Vandevelde, 
Vermeersch, & Vanderplasschen, 2017). As a result, the family members often become even 
more socially isolated, with little or no support from family, friends or professionals 
(Nordström, Kullgren, & Dahlgren, 2006; Ridley et al., 2014).  
 
Despite their need for social or professional help (Nordström, Kullgren, & Dahlgren, 2006; 
Ridley et al., 2014), there is still a dearth of family interventions to support family members of 
mentally ill offenders (Absalom, McGovern, Gooding, & Tarrier, 2010; Absalom-Hornby, 
Gooding, & Tarrier, 2011; Geelan & Nickford, 1999). Nevertheless, family work, and especially 
Multi-Family Group (MFG) therapy, within and across cultures (e.g., Marlborough multi-family 
groups, FiSch, Wilows family group …) and for different psychiatric disorders (e.g. psychotic 
disorders, mood disorders, and eatings disorders) is growing (Gelin, Cook-Darzens, & 
Hendrick, 2017; Potter & Mannings, 2012). To address this lack, a Family Support Group (FSG) 
intervention has recently been developed to support and empower family members in dealing 
with the mental illness and the judicial situation of a relative ([reference blinded for review]). 
Preliminary results of a pilot study investigating family burdens and cognitive coping strategies 
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indicated that family members experienced less self-blame, improved emotional well-being, 
and less loss of control over their lives after participating in the FSG ([reference blinded for 
review]). However, it is also important to investigate the therapeutic factors underlying these 
benefits, which is the major aim of the current study, so that they can be emphasized in 
therapy.  
 
Research concerning therapeutic factors of family interventions, especially MFG therapy, is 
lacking in forensic psychiatric research. However, several therapeutic factors of MFG therapies 
have been identified in various psychiatric and somatic, non-forensic patient groups (Gelin et 
al., 2017). These factors include: the exchange of experiences through peer support, 
therapeutic alliance, group cohesion and support, empathy, feeling understood, learning by 
observation and identification with other families, experiencing communality, gaining insight 
and hope, and self-disclosure (Gelin et al., 2017; Hellemans et al., 2011; Lemmens, Eisler, 
Dierick, Lietaer, & Demyttenaere, 2009; Lemmens et al., 2003). Moreover, the occurrence of 
these therapeutic factors tends to increase over the course of the intervention (Lemmens et 
al., 2009). Finally, MFG therapy – which, by its unique structure and non-stigmatizing 
atmosphere, facilitates communication and social interactions (McFarlane, 2002) − is 
generally well accepted by its participants. Most studies show an explicitly high treatment 
satisfaction, in different populations, which is also reflected in low drop-out figures (Brunaux, 
& Cook-Darzens, 2008; Salaminiou, Campbell, Simic, Kuipers, & Eisler, 2015). 
 
The present study specifically focuses on the therapeutic factors of a Family Support Group 
for relatives of mentally ill offenders. The study has 3 primary aims: 
 First, to identify helpful therapeutic factors in an FSG. 
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 Second, to investigate their evolution over time and to investigate which therapeutic 
factors are associated with previously reported treatment improvements (e.g., less 
self-blame, improved emotional well-being and less loss of control over their lives) 




To recruit participants for the FSGs in this study, an information leaflet was disseminated in 
different settings. These settings were assumed to provide contact with family members of 
mentally ill offenders in Flanders, such as (forensic) psychiatric facilities, prisons, non-profit 
organizations for family members of persons with a mental illness, and outpatient mental 
health services. Family members of mentally ill offenders were selected to participate based 
on the following inclusion criteria: (1) having a relative with a current or past internment 
measurei who has a diagnosis of schizophrenia, psychotic or bipolar disorder, and (2) being 18 
or older. The inclusion criteria were based on the rationale that MFG therapy is an effective 
treatment for families living with patients with bipolar and psychotic disorders (Asen, 2002; 
McFarlane, 2002). Further, we have focused on this patient population because these 
patients, until a recent change of the law, were often placed under an internment measure 
after conducting minor ‘public’ offenses, particularly when they had a long psychiatric history 
of non-treatment compliance (Aga et al., 2017; Vandevelde et al., 2011). The current living 
and treatment conditions of the mentally ill relative, the familial background, and the nature 
of the criminal offense played no role in the selection of the family members. Although the 
needs of families may differ between families depending on the current living condition of the 
mentally ill relative (e.g. prison versus forensic psychiatric clinic) or the type of index offense 
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(e.g. theft versus murder or intrafamilial violence), no information was available about the 
nature of the criminal offence or whether the family members were also victimized by their 
mentally ill relative. An FSG cycle was initiated once a minimum number of 6 family members 
agreed to participate. 
 
The Ethics Committee of the Ghent University Hospital approved the study (EC decision: 
B670201526897); and participants gave informed consent before the start of the FSG.  
 
Participants 
In total, 20 family members (mean age of 59.5 years; SD: 12.66, range: 28-75 years) were 
selected and participated in two different FSGs. However, only 19 started the treatment, as 
one father dropped out before the start of the first session, (due to health issues). During 
treatment, a second person dropped out after session 1 and a third person dropped out after 
session 2 (both were mothers). These latter two persons cited ‘personal reasons’ without 
further explaining why they were stopping their participation in the FSG. The results of the 
remaining 17 family members were analysed since they participated in more than one session. 
Twelve of them were female, with most of them being a mother of a mentally ill offender (n 
= 9). Others were sisters (n = 2) and a daughter. Four fathers and one brother participated. 
Within the first group cycle, 10 persons from 9 different families participated. The second 
group cycle consisted of 7 persons from 6 different families. In both groups, one couple 






Organization of the Family Support Groups  
The FSG, based on a systemic MFG therapy format, has been adjusted to the forensic context 
(Lemmens, Eisler, Migerode, Heireman, & Demyttenaere, 2007; [reference blinded for 
review]). In contrast with the original model, our FSG mainly focussed on supporting the family 
members in dealing with their own difficulties in their relationship with the mentally ill relative 
(e.g., violent behaviour, burden of care, …) and their problems with the judicial procedures 
(e.g., police, court proceedings, internment measure, …), and not on symptom improvement 
or rehabilitation of the patient. The group was led by both an MFG therapist (as in the original 
format) and by an expert in forensic psychiatry, combining (multi)family and forensic expertise 
([reference blinded for review]).  A group cycle consisted of 4 sessions, with 3 sessions held 
every two weeks and one session after one month. The content of the sessions focused on 
some prescribed themes: self-care (session 1), caring in the future (session 2), and strengths 
of family members (session 3). Session 4 reflected on the strengths discussed in session 3 and 
contained questions to the family members about the themes of the previous sessions. 
Homework assignments were given to the participants after each session. For example, a 
homework assignment about self-care was given after the first session: the therapists asked 
the family members to do something that they would not ordinarily do in the next two weeks, 
indulging themselves with something that would help them take a respite from care for a 
moment and that would make them happy. Each session lasted about 120 minutes with a 
coffee break after 90 minutes. After the break, the therapists summarized the session and 
explained the homework assignment. For more information on the protocol of the study, see 






Therapeutic factors  
Participants were asked to complete the ‘Group Therapeutic Factors − Client Questionnaire’ 
(GTF-CQ-28) after each session. The ‘GTF-CQ-28’ is a 28-item questionnaire that asks about 
helpful experiences during the group sessions (Dierick & Lietaer, 2008; Lemmens et al., 2009). 
The GTF-CQ-28 is a short version of the Group Therapeutic Factories-Client Questionnaire 
(GTF-CQ), which was originally developed to detect therapeutic processes in group therapy 
using different therapeutic models and group formats. The scales of both questionnaires, 
particularly of the GTF-CQ-28 in MFG therapies, show high to very high internal consistency 
and homogeneity and good internal validity  (Dierick, 2000; Dierick & Lietaer, 2002; Dierick & 
Lietaer, 2008, Lemmens et al., 2009).  
 
Each of the 28 items of the GTF-CQ-28 represents a Basic therapeutic factor (‘Bf 1-28’) (see 
Table 1). These therapeutic factors are hierarchically structured into 7 Main factors (Mf):  
(Mf 1) Group cohesion, (Mf 2) Interactional confirmation, (Mf 3) Self-revelation, (Mf 4) Self-
insight and progress, (Mf 5) Observational experiences, (Mf 6) Getting directives, (Mf 7) 
Interactional confrontation. These Main factors are combined into 2 dimensions of 
therapeutic factors:  
 (1) Relational Climate of the group (RC),  
 (2) Psychological Work (PW).  
More specifically, RC and PW each contain 10 scales (see Note of Table 1) (Dierick & Lietaer, 
2008). Cronbach Alphas in this study for both domains and Main therapeutic factors over all 4 
sessions range from .70 to .89, except for the Main therapeutic factor ‘Interactional 
confrontation’ (Mf 7), because no Cronbach Alpha could be calculated as ‘Bf 25’ had the same 
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score (namely, ‘1’) over the course of treatment (Table 1). Therefore, Mf 7 is not used in the 
analysis and the underlying subscales of this factor − ‘getting interpersonal feedback’ (Bf 24) 
and ‘expressing negative feelings’ (Bf 25) − are classified into separate scales (Table 1). The 
occurrence of the experiences or events was rated on a 4-point Likert scale: not applicable (1), 
slightly applicable (2), clearly applicable (3), highly applicable (4). Mean scores of both 
domains and therapeutic factors were calculated.  
 
Treatment outcome 
Emotional well-being and loss of control over their lives were measured by the scores on the 
Zarit Burden Interview (ZBI-22) (Zarit, Reever, & Bach-Peterson, 1980; Zarit, Todd, & Zarit, 
1986; Mapi Research Trust, 2014), which measures perceived family burdens.  Self-blame was 
measured by using the Cognitive Emotion Regulation Questionnaire (CERQ) (Garnefski, & 
Kraaij, 2007; Garnefski, Kraaij, & Spinhoven, 2006), which focuses on cognitive coping 
strategies. Both questionnaires have a high reliability and internal validity (Garnefski et al., 
2006; Seng et al., 2010). The questionnaires were filled out by the family members one week 
before the start of the group (T0) and one week after the last session (T1). Improvement from 
T0 to T1 was described as a significant mean difference of the scores on the ZBI-22 and the 
CERQ (for further details on the outcome of the study, see [reference blinded for review]). 
 
Treatment satisfaction 
After the group intervention, the participants completed a Post-Evaluation Family Support 
Group Questionnaire (Post-evaluation FSGQ) to measure treatment satisfaction during the 
course of treatment (from session 1 to session 4). The questions asked to what extent they 
perceived the treatment to have been helpful personally and for their relationship with their 
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family member. Satisfaction was rated on a 6-point Likert scale (‘1 = very unsatisfied’, ‘2 = 
unsatisfied’, ‘3 = slightly unsatisfied’, ‘4 = slightly satisfied’, ‘5 = satisfied’, ‘6 = very satisfied’).  
 
Data analysis 
To conduct the analysis, the assumption of normality was tested, to be able to use parametric 
tests. A Linear Mixed Model (LMM) analysis was chosen because parameters are allowed to 
vary over individuals, meaning that the analysis deals with missing values (Verbeke, 1997).  
The analysis was performed to compare the means of the therapeutic factors and the two 
domains − Relational Climate (RC) and Psychological Work (PW) − over the 4 sessions. The 
independent variable ‘Time’ (sessions 1, 2, 3 and 4) was entered in the model as a fixed effect. 
Intercepts were considered as fixed effects. Post-hoc pairwise comparisons were computed 
using Bonferonni correction. To assess model adequacy, residual analysis was performed.  
To investigate the association between therapeutic factors and treatment improvement on 
both family burdens (ZBI-22) and cognitive coping strategies (CERQ), two-tailed Pearson 
Correlation coefficients were computed. Differences between sessions 1 and 4 were 
calculated and associated with the mean differences pre- and post-intervention on the ZBI-22 
and the CERQ. A descriptive analysis was performed based on the results of the Post-
evaluation Family Support Group Questionnaire.  
The above-mentioned statistical analysis was performed using SPSS 23 with p < .05 as standard 




Table 1  Differences in the mean applicability of main and basic therapeutic factors of FSG 1 (n = 10) and FSG 2 (n = 7) 
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Note: Mf = Main Therapeutic Factor; Bf = Basic Therapeutic Factor; CI = Confidence Interval; P = significance based on F-test, Likert scale of the GTF-CQ-28: ‘1 = not 
applicable’, ‘2 = slightly applicable’, ‘3 = clearly applicable’, ‘4 = extremely applicable’ 
aRelational Climate consists of the following ten Basic Therapeutic Factors: Bf 1, 2, 3, 4, 5, 6, 7, 8, 10, 11 
bPsychological Work consists of the following ten Basic Therapeutic Factors: Bf 13, 14, 15, 16, 20, 21, 22, 24, 26, 27 
cp < .05 




Therapeutic factors rated as helpful by the participants over the 4 sessions  
From the first session, a wide variety of therapeutic factors were experienced as helpful (score 
≥ 3) by the family members over the 4 group sessions. Most frequently reported therapeutic 
factors within the group’s relational climate (RC) were: group cohesion (Mf 1), acceptance (Bf 
1), cohesive working group (Bf 2), support from the group (Bf 3) and confidence in therapists 
(Bf 10). Within the domain of Psychological Work (PW), only the basic factors – similarity with 
others (Bf 18) and universality of problems (Bf 20) – were frequently mentioned as helpful. 
The domain RC was overall more frequently mentioned as helpful than the domain PW (RC: 
M = 2.78, SD = 0.56 and PW: M = 1.98, SD = 0.47; t(16) = 10.13, p < 0.01).  
 
Two therapeutic factors were also rated as not strongly applicable (score ≤ 1.5): insight into 
connections between current behaviour and feelings and childhood experiences (Bf 15), and 
recognizing one’s own transference reactions (Bf 27). Moreover, all of the participants always 
rated expressing negative feelings (Bf 25) as ‘1’ during the different group sessions − meaning 
that family members did not express negative feelings during the group interventions (see 
Table 1).  
 
Changes in the perception of therapeutic factors over time  
The dimension ‘Relational Climate’ (F(3,14.731) = 3.872, p < .05), and the main therapeutic 
factor ‘interactional confirmation’ (Mf 2) (F(3,14.319) = 17.601, p < .01) within this dimension, 
were increasingly frequently mentioned as helpful over the course of the 4 sessions (see Table 
1). A statistically significant increase was also found for the basic therapeutic factors, 
consistent increases were found for ‘expressing mutual positive feelings’ (Bf 4) (F(3,13.586) = 
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32.961, p < .01), ‘experiencing positive feelings’ (Bf 5) (F(3,14.834) = 3.505, p < .05), ‘forgetting 
own problems through helping others’ (Bf 12) (F(3,15.039) = 3.868, p < .05) within RC. Within 
the dimension PW, only the basic therapeutic factors ‘hope from seeing progress in others’ 
(Bf 19) (F(3,14.460) = 3.441, p < .05), ‘guidance from therapists’ (Bf 23) (F(3,14.781) = 4.717, p 
< 0.5) and ‘getting interpersonal feedback’ (Bf 24) (F(3,14.886) = 5.530, p < .01) showed an 
increase over time (Table 1). 
 
Association between therapeutic factors and treatment improvement on family burdens 
(ZBI-22) and cognitive coping strategies (CERQ) 
Associations were analysed by correlating the mean difference between pre- and post-
intervention scores with the difference of the main and basic therapeutic factors over the 
course of the intervention (i.e. mean difference of session 4 – session 1). Based on the scores 
of the CERQ, a significant decrease in self-blame was found after the intervention (pre-
intervention: M = 8.88 (SD: 2.87) versus post-intervention: M = 7.53 (SD: 2.53), F(1,169) = 
5.493, p < .05), indicating that family members make less use of this coping strategy [reference 
blinded for review]. This result was correlated with different therapeutic factors over the 
course of the intervention (session 4 – session 1). Significant correlations were found with 
‘learning by observation’ (Bf 17) (r = 0.537, p < .05), ‘insight into patient’s problem’ (Bf 14) (r 
= 0.529, p < .05) and ‘modelling’ (Bf 26) (r = 0.645, p < .01).  
The scores on the ZBI-22 showed an improvement of emotional well-being after the 
intervention (pre-intervention: M = 13.53 (SD = 5.18) versus post-intervention: M = 12.29 (SD 
= 4.80), F(1,165) = 7.643, p < .05) ([reference blinded for review]). This indicates that people 
experience fewer family burdens, which increases their emotional well-being. Over the time 
of the intervention (session 4 – session 1), a negative correlation with ‘support from the group’ 
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(Bf 3) (r = -0.590, p < .05) was found. A decrease on the scale ‘loss of control over one’s life’ 
was found after the intervention (pre-intervention: M = 9 (SD = 2.98) versus post-intervention: 
M = 8.12 (SD: 3.04), F(1,163) = 4616, p < .05) ([reference blinded for review]) and indicates 
that people experience less family burden on this scale, which increases the sense of control 
they have over their lives. From session 1 to session 4, negative correlations were found with 
‘similarity with others’ (Bf 18) (r = -0.563, p < .05) and with ‘universality of problems’ (Bf 20) (r 
= -0.533, p < .05).  
 
Treatment satisfaction 
Based on the descriptive analysis of the results of the Post-evaluation FSGQ, family members 
reported to be satisfied over the course of the FSG with what the intervention provided for 
them personally (M: 5.56; SD: 0.51). Furthermore, they were also satisfied with what the 
intervention has provided for the relationship they have with their mentally ill relative (M: 5; 
SD: 0.63).  
 
DISCUSSION 
We have conducted two FSGs to support and empower family members of mentally ill 
offenders. After treatment, they reported less self-blame, improved emotional well-being and 
less loss of control over their lives ([reference blinded for review]). The current study 
investigated which therapeutic factors are mentioned by the group participants as helpful in 
an FSG and are associated with beneficial outcome. Our study showed that family members 
participating in an FSG experience a variety of therapeutic factors as helpful. The most 
mentioned therapeutic factors were: group cohesion, cohesive working group, acceptance, 
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support from the group, confidence in therapists and experiencing similarity with others and 
universality of problems.   
These results are in line with several other studies of MFG therapy in psychiatric patient 
populations, indicating that group cohesion and support, similarity with others and 
universality of problems are important therapeutic factors in family groups (Asen, & Schuff, 
2006; Lemmens et al., 2003; Lemmens et al., 2009; McFarlane, 2002). The latter therapeutic 
processes may help family members feel less stigmatized and more supported, when coming 
into contact with peers confronted with similar problems (Asen & Schuff, 2006). In our study, 
some therapeutic factors such as ‘expressing negative feelings’ were less frequently reported. 
This may partly reflect the use of the FSG format, which focused on people’s capabilities and 
strengths rather than on negative feelings (Lemmens et al., 2009). The FSG format may have 
created less room for family members to openly discuss negative feelings or experiences.  
 
Furthermore, most applicable therapeutic factors − such as ‘group cohesion’, ‘acceptance’, 
‘cohesive working group’, ‘support from the group’, ‘similarity with others’ and ‘universality of 
problems’ − are continuously reported as very important right from the start (session 1) and 
in all successive sessions. This may partly reflect the needs of the participating population of 
family members in our study. Indeed, family members of mentally ill offenders often feel 
strongly isolated, chronically burdened and stigmatised by the mental illness and criminal 
offence, and lacked professional and social support both in our groups as well as in 
international research studies (Nordström, Kullgren, & Dahlgren, 2006; [reference blinded for 
review]; Tsang, Pearson, & Yuen, 2002). Yet, other therapeutic factors − such as ‘interactional 
confirmation’, ‘expressing mutual positive feelings’, ‘experiencing positive feelings’, ‘forgetting 
own problems through helping others’, ‘hope from seeing progress in others’, ‘guidance from 
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therapists’ and ‘getting interpersonal feedback’ − gradually become more frequently reported 
over the course of the intervention. In contrast with the “continuously reported” therapeutic 
factors, these evolving therapeutic factors are mostly situated within the interactional 
domain, as most reported factors are about helping others and expressing positive feelings, 
getting feedback and making progress in seeing and trying out new behaviour. This might 
reflect the fact that interactional patterns, which are often stimulated in an MFG therapy 
(Gelin, Cook-Darzens, & Hendrick, 2017), need some time to develop in an FSG. This may also 
partly be explained by the protocol that was used − with a different treatment focus for each 
session − and the absence of the mentally ill offender in the treatment sessions ([reference 
blinded for review]).  
 
In our study the decrease of the participants’ self-blame correlated with the fact that they 
could learn new behaviour (e.g., ‘learning by observation’ and ‘modelling’) or gain new insights 
(‘insight into patient’s problem’) within the FSG. These results are partly in line with the study 
of Lemmens and colleagues (2009) showing improvements in depressive symptoms when the 
patients experienced different kinds of behavioural interventions or activation such as trying 
out new behaviour, learning by observation and modelling in MFG therapy. Indeed, MFG 
therapy offers multiple opportunities for family members to indirectly learn from each other, 
to gain new insights and to experiment with new behaviours (Eisler, 2005; McFarlane, 2002). 
It may help them to develop new behavioural and cognitive coping strategies, such as self-
reflection or acceptance, for which they are able to rebuild self-confidence (Lemmens et al., 
2003). Although other studies also mention getting support as a factor helpful in reducing 
feelings of self-blame, this was not observed in our study (Moses, 2010; Nordström et al., 
2006; Ridley et al., 2014). Perhaps due to the small number of sessions, a correlation between 
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self-blame and experiencing support did not have time to develop. But, this may also be 
explained by differences in participation population (e.g., families within a forensic psychiatric 
mental health context or the predominant presence of mothers in the group).     
 
Interestingly, therapeutic factors such as ‘group support’, ‘similarity with others’ and 
‘universality of problems’ − which are most frequently mentioned in MFG therapy literature 
(Lemmens et al., 2003; Lemmens et al., 2009) − are associated with less family burden in this 
study. The presence of other family members in the group generates a supportive climate, 
enabling family members to recognize similarities and differences in stories (Hellemans et al., 
2011). Experiencing communality by feeling supported and similar to others makes family 
members feel less isolated and stigmatised within this study but also in international research 
(Asen, & Schuff, 2006; Lemmens et al., 2003; McFarlane, 2002).  
 
The findings of this study may further indicate that different therapeutic factors are associated 
with different outcomes in MFG therapy. Both therapists and family members can experience 
different therapeutic factors as helpful in a family discussion group, because a variety of 
learning levels is available: specifically, individual, family and group levels (Depestele, Claes, 
Dierickx, Colman, Schoevaerts, & Lemmens, 2017; Lemmens et al., 2003). Furthermore, 
starting from session 2, therapeutic guidance is rated as clearly applicable by the participants.  
 
The primary results of an FSG show that family members were satisfied, which is also reflected 
in the low dropout rates (Salaminiou et al., 2015). Furthermore, an FSG can be seen as 
effective, because therapeutic factors considering interactional processes evolve through 
treatment and families are able to gain insight into their situation. Family members can come 
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into contact with others in similar situations, which heightens feelings of support and 
solidarity. As many family members feel socially isolated and doubly stigmatised, an FSG can 
help to rebuild social networks (McFarlane, 2002). Although we have seen that some 
therapeutic factors become more helpful through treatment, 4 sessions may be too short − 
and for this reason, long-term FSGs should be developed and studied in the future. Further, it 
would be interesting to explore what the implications would be on our results if the family 
members were allowed to determine the agenda of the sessions (‘What might be useful for 
them to address in these four sessions?’). This may also be a reason why the group members 
spoke less about the offense that was committed and more about the experienced burden by 
the psychiatric disorder of their relative. Furthermore, the important role therapists play 
should not be neglected, and more attention should be given to a strengths-based framework 
within FSGs.  
 
The results of this study should be interpreted in the context of some limitations, which 
restrict the generalizability of the results. Important limitations are the small size and the 
heterogeneity of the sample. The participation in the FSG may be biased as most family 
members (11 out of 17) were recruited from a non-profit organisation for family members of 
mentally ill persons. Moreover, participants needed to contact the researcher, which may 
have been perceived as a ‘big step’ by family members who have often become mistrustful in 
contacting professionals. Most of the participating family members already had a long history 
of taking care of the mentally ill offender and have learned how to cope with it. In the study, 
no control condition was initiated, so it cannot be decisively concluded that the changes in 
therapeutic factors are due to an effect of the intervention and/or other variables. Because of 
the small sample, the effect of the number of sessions on the reported results was not 
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examined, but in future research this could be important to investigate with larger samples. 
No data was available for the mentally ill relative. Finally, no information was obtained about 
to what extent the family members’ needs were addressed in treatment.   
 
Despite the limitations, this study sheds light on helpful therapeutic factors as reported by 
family members of mentally ill offenders when attending an FSG. Future (randomized and 
controlled) studies should further elaborate on FSGs and therapeutic processes, with 
attention to family members’ needs and therapist perceptions. 
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